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Proposed Regulations
Minimum Standards for Veterinary Telemedicine: OAR 875-015-0035
Emilio DeBess, DVM, MPH
Chair, Oregon Veterinary Medical Examining Board
800 NE Oregon St., Suite 407
Portland OR 97202
Dear Dr. DeBess and Board Members:
When the Oregon Veterinary Medical Examining Board (OVMEB) initially proposed rules for Veterinary
Telemedicine (VTM) in 2018 (1/23/2018 filing), the Oregon Veterinary Medical Association (OVMA)
was fully supportive. This original filing relied on 2018 positions of both the AVMA and AAVSB which
supported VTM only in the context of a valid and traditional Veterinarian-Client-Patient Relationship
(VCPR)1 and by a person with a valid license to practice veterinary medicine in the state in which VTM
services were received (see 875-005-0005 (14) and (19) of that previous filing). The newly proposed
amendment for minimum standards of VTM (875-015-0035) removes both the explicit requirement for
Oregon licensure and changes the definition of VCPR—in this proposed amendment, VCPR is suggested
to possible even in the absence of physical exam if the veterinarian has reviewed medical records and
deems diagnosis and treatment possible from those records (hereafter referred to as “virtual” rather than
“traditional” VCPR).
We are deeply skeptical that provision of care outside of the traditional VCPR will benefit animal welfare,
public health, or consumers. In human medicine, virtual care in the absence of a traditional physicianpatient relationship has presented cost, antibiotic stewardship and quality issues even with strict
guidelines for telepractice2. Studies comparing performance of direct-to-consumer (DTC) telemedicine

1 The AVMA has

maintained its policy that telehealth consultations should only within the context of a valid and traditional
VCPR; The AAVMB, in their recent proposed model policy for telemedicine suggests that it may be possible for telemedicine to
occur in the absence of traditional VCPR but only if the veterinarian has “sufficient knowledge” of the animal to initiate a general
or preliminary diagnosis and is readily available for follow-up care; the AAVMB recommends that states formulate policy on
what constitutes “sufficient” knowledge.
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versus traditional care have found excessive antibiotic prescribing3 , lower diagnostic performance 4,5 and
increased overall costs 6. Traditional VCPR is claimed to be a barrier for access to care by animal owners
without a veterinarian (“non-clients”) that, if replaced by virtual DTC care, will result in much greater
uptake of veterinary services and increase animal access to medical care 7. This has not been the case in
human telemedicine where utilizers of DTC telemedicine are not disproportionately underserved by
traditional physician practice 8 and may be from higher income strata9.
Proponents of veterinary telemedicine as a primary care delivery modality (DTC) outside of a traditional
VCPR contend that electronic sensing equipment is sufficiently developed to replace the traditional
physical exam10. The current level of technology does not warrant this assertion—current remote sensing
capacity in veterinary medicine is de minimus11. Moreover, review of medical records is insufficient for
preliminary diagnosis and treatment recommendations for any new onset problem, nor would record
review alone be considered adequate as a second opinion for a pre-existing problem. Most preventative
care cannot be performed remotely. Physical exam12 remains a cornerstone of patient assessment in
clinical veterinary practice and is explicitly or implicitly required in most clinical practice guidelines; we
doubt that any of the AVMA-recognized clinical specialty boards would regard diagnosis or treatment in
the absence of a traditional VCPR acceptable by their current standards. A recent survey of RCVS
practitioners found that a majority of respondents viewed offering specific diagnostic, treatment, or
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Herd visit in the case of production medicine

prescription advice based on solely on virtual consultation as a high risk or inappropriate activity13 .
Additionally, there is good evidence that physical examination in the context of routine preventative visits
identifies medical problems that a majority of owners were previously unaware of14.
The Federation of State Medical Boards (FSB) Model Policy for Appropriate Use of Teletechnologies in
the Practice of Medicine requires that for telepractice, the physician is assesses the current status of the
patient, is held to an external standard of care, obtains informed consent, is subject to oversight by the
state medical board, and guards against potential financial conflicts of interest around prescribing15 . The
Oregon Medical Board has incorporated these concepts into their general administrative rules
(847-025-0000) and their general statement of Telemedicine Philosophy16.
We think it vital that if any non-traditional VCPR telemedicine is allowed by OVMEB, these additional
protections and criteria for quality should be considered. Of particular concern are criteria for
determining sufficient knowledge according to standard of care and what non-VCPR VTM provider
responsibilities are for treatments, follow-up and/or further diagnostic workup if recommended. The
Colorado State Veterinary Board has used the FSB template for their guideline for appropriate use of
telehealth technologies (attached) that contains additional language and definitions to provide more robust
consumer protection: “sufficient knowledge of the animal” requires a traditional VCPR to engage in
telemedicine practice in Colorado. We think that Colorado’s policy should be considered for adoption
until more is known regarding telemedicine outside traditional VCPR.
Telemedicine is an important and valuable tool of which the profession has availed itself for many years.
VTM provides us with more ways to care for our patients. But we believe that VTM should only be
utilized within the context of a traditional VCPR pending additional research on the effects of virtual
(DTC) veterinary telemedicine on quality of care, costs, and accessibility for animal owners in Oregon:
1. Will virtual veterinary telemedicine result in injudicious antibiotic prescribing, particularly in
food animals? According to the proposed rule, review of herd health visit records would be
sufficient to prescribe medically important antibiotics without a visit to premises. This runs
counter to the profession’s concerted effort to limit antibiotic use. Shall a virtual veterinarian be
allowed to prescribe cytotoxic or controlled drugs without a physical exam?
2. Is the quality of telemedicine care delivered by a virtual vet comparable to the quality of care
delivered using traditional VCPR?
3. How would the overall cost of veterinary care for animals be effected by the entrance of virtual
vet telemedicine entrants? Would this improve accessibility and decrease costs as predicted by its
lobbyists or will it have similar effects as to what has been seen with DTC in human medicine?
Many small animal practitioners might predict cost increases: the practice of telemedicine in the
context of VCPR already occurs frequently in this state with clients sending videos, photos, and
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email descriptions—frequently a diagnosis is not possible with these materials and an
examination must be performed to clarify the problem. Will monetized virtual veterinary care
result in one fee for a recommendation for an exam, followed by a second fee for the needed
exam?
4. How would virtual veterinary care affect availability of veterinary services in rural communities?
Brick and mortar veterinary practices have significantly higher overhead than virtual care; there is
a potential to disrupt and displace traditional practices leading to lower availability of hospital/
emergency services in these areas17. Unlike human healthcare, where there is governmental
support for rural hospitals and medically underserved areas, veterinarians in remote areas are not
supported by any revenue other than practice income.
5. What standard of care will be used to determine whether a practitioner has sufficient knowledge
to diagnose and treat in the absence of a physical exam? Human medicine has defined standards
of care which are applied to the practice of telemedicine (for example, see attached standards for
pediatric telemedicine operating procedures). What standards shall be applied to veterinary
telemedicine to safeguard patient care?
6. What separation between prescribing and dispensing shall exist for virtual veterinarians? Should
they be employed by pharmacies? Will they have the same obligation to prescribe to the
pharmacy of the consumer’s choice as Oregon licensees have?
7. What data and privacy protections will be applied to the practice of telemedicine? Our profession
already faces challenges with practice management software systems data-harvesting TOS in
violation of confidentiality rules of many state boards 18.
We believe these are critical questions to answer prior to changing definitions of VCPR for the purpose of
allowing virtual vet telemedicine and propose that the OVMEB adopt the framework used by the
Colorado State Board pending clarification on the questions above. If a virtual VCPR is allowed, then
definitions, conflict of interest, data protections, safe prescribing, and external criteria for standards of
care should be carefully considered and we suggest forming a task force comprised of representatives
from clinical specialty colleges, the Oregon State Carlson College of Veterinary Medicine clinical
sciences faculty, and general practitioners to consider the framework and implications of such a rule
change.
We appreciate your time in discussing this important topic and in presenting the proposed rules on VTM.
We also ask that you take into consideration our suggestions for modifying the proposal. Thank you.
Sincerely,
CN White
Constance N. White, DVM MPH, PhD
President
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